INTRODUCTION
============

Direct payment for the use of health services has been observed globally. However, the proportion of the population that pays the majority of the disbursement and the extent of private payment in financing health vary substantially between rich and poor countries. While 38.0% of health expenditures are private in high-income countries, this percentage increases to 61.0% in low- and middle-income countries.[@r12] ^,^ [@r17]

In Brazil, household participation in health expenditures is significant, with private expenditure equaling 57.2% of the total expenditure in this sector in 2009.[@r12] Despite having a universal, comprehensive, and equitable public health system, Brazil is one of the few countries in the world in which private expenditures on health exceed government expenditures.[@r17] The prospect of dedicating a high proportion of household income to health expenditures can have a great impact on the population, discouraging people from using health services and causing them to disregard prescription drug therapies or postpone necessary exams.[^a^](#fn1){ref-type="fn"} Furthermore, a household's high private expenditure can have serious consequences, like a cut in the consumption of goods and services essential to daily life, exposing families to situations of social risk.[@r12]

Although the estimates of poverty do not usually consider healthcare payments, the increase in the proportion of impoverished individuals makes it increasingly imperative to incorporate this type of expenditure into analyses, allowing an evaluation of its impact on the population.[@r12] ^,^ [@r15]

Annually, approximately 150 million people worldwide face catastrophic health expenditures,[@r12] i.e., they have to deal with health expenditures that exceed a pre-defined percentage of their total expenditures or their households' ability to pay.[@r16] ^,^ [@r18] Moreover, every year, approximately 100 million people are pushed below the poverty line because of these expenditures.[@r12]

In African countries, like Kenya and Senegal, private health expenditures pushed more than 100,000 families below the poverty line in 2005.[@r9] Research conducted in 11 Asian countries indicated that health expenditures increased the proportion of people living below the poverty line by 2.7 percentage points, representing an increase of more than 78 million people living on less than US\$1.00 a day after healthcare payments.[@r15] The same phenomenon has been reported in China,[@r10] India,[@r5] Kenya,[@r4] Vietnam,[@r15] and Bangladesh,[@r15] which presented an increase from 1.1 to 3.8 percentage points in the proportion of impoverished individuals, upon subtracting private health expenditures from household incomes.

Considering the relevance of this topic and the lack of studies that evaluate and monitor the role of health expenditure in the impoverishment of households in Brazil, this article aims to analyze the variation in the proportion of households below the poverty line in Brazil and the factors associated with their impoverishment.

METHODS
=======

A cross-sectional study based on data from the 2002-2003 and 2008-2009 editions of the *Pesquisa de Orçamentos Familiares* (POF -- Household Budget Survey) was conducted nationwide in urban and rural areas of Brazil by the Brazilian Institute of Geography and Statistics (IBGE).[^b^](#fn2){ref-type="fn"} ^,^ [^c^](#fn3){ref-type="fn"} The POF conducted in 2002-2003 and 2008-2009 adopted two-stage cluster sampling. The primary sampling units were the census tracts from the geographic base of the 2000 Census, and the secondary sampling units were the permanent private households. In total, the sample covered 48,470 households in 2002-2003 and 55,970 households in 2008-2009.[^b^](#fn2){ref-type="fn"} ^,^ [^c^](#fn3){ref-type="fn"}

The recall periods relating to expenditure data varied between seven days, 30 days, 90 days, and 12 months. All values were annualized and deflated. The indexes used for deflation as well as the reference dates are available in the IBGE publication.[^b^](#fn2){ref-type="fn"} ^,^ [^c^](#fn3){ref-type="fn"} The *per capita* monetary and non-monetary values of per household income and expenditures were calculated using data from the income and expenditure questionnaires.

The poverty line was defined using two different cutoff points. The first was the definition proposed by the World Bank, which classifies a poor person as someone who survives on less than US\$2.00 per day.[@r6] ^,^ [^d^](#fn4){ref-type="fn"} The dollar was adjusted for purchasing power parity (PPP), resulting in values of US\$2.34 for 2002-2003 and US\$3.54 for 2008-2009. To convert the value of the dollar, a value of R\$3.32 on January 15, 2002-2003 and R\$2.38 on January 15, 2008-2009 was used. The second cutoff point was adopted by the Brazilian federal government under the *Bolsa Família* Program, with the values that defined poverty being equal to or below R\$100.00 (US\$30.1)[^e^](#fn5){ref-type="fn"} per month in 2002-2003 and R\$140.00 (US\$58.8) per month in 2008-2009.[^f^](#fn6){ref-type="fn"} ^,^ [^g^](#fn7){ref-type="fn"}

To estimate the influence of health expenditures on the proportion of households below the poverty line in Brazil in 2002-2003 and 2008-2009, the total monthly income per household was calculated after subtracting the total health expenditure. The value obtained was divided by the number of residents and then divided by 30 to obtain the household's daily *per capita* value, in the case of the World Bank cutoff. For *Bolsa Família*, the monthly value was used; hence, the abovementioned division was not necessary. Thus, with the daily *per capita* value for the World Bank cutoff point and the monthly *per capita* value for the *Bolsa Família* cutoff point, it was possible to measure the proportion of households below the poverty line. Moreover, the same procedure was performed for each separate health expenditure item (such as prescription drugs, health plan, dental consultation and treatment, outpatient treatment, surgical services, hospitalization, tests, and treatment material) to identify the groups of expenditures that most contributed to the variation in the proportion of poverty. Using these values, the proportions of households below the poverty line before subtracting total health expenditures, i.e., considering only income and after subtracting the total health expenditures were compared.[@r5] ^,^ [@r15]

The proportions of households living below the poverty line were described by geographic location (urban and rural); macro region (North, Northeast, Southeast, South, and Midwest); the household head's gender (male and female); the household head's education (complete years of study, which are categorized into zero to four, five to eight, nine to 11, and 12 or more years); National Economic Indicator (IEN),[@r1] categorized into quintiles, with Q1 the poorest quintile and Q5 the richest quintile; possession of a health plan (yes/no); the presence of children residing in the house (yes/no); and the presence of older adults residing in the house (yes/no).

Furthermore, the factors associated with the condition of a household being pushed below the poverty line after subtracting health expenditures in 2008-2009 were identified. The dichotomous outcome (yes/no) comprised households that were not below the poverty line, according to the World Bank and *Bolsa Família*cutoff points, but which moved below the poverty line after subtracting the health expenditures. The exploratory variables to conduct the description of the proportion of households living below the poverty line in Brazil were the same as those mentioned. Bivariate and multivariate analyses were performed using conditional logistic regression. The exploratory variables that presented a value of p \< 0.20 in the bivariate analysis were included in the multivariate model, and those with p \< 0.20 were maintained in the final model, as an adjustment for confounding variables. The model's fit was tested with the Hosmer-Lemeshow test.[@r8]

The data were analyzed using the statistical program Stata 11, considering the effect of the study design and the sample weights. This study used secondary data, without identifying the subjects, thus meeting the current Brazilian regulations governing research involving human beings.

RESULTS
=======

The sample included 48,470 households in the 2002-2003 POF and 55,970 households in the 2008-2009 POF. In 2002-2003, 78.0% of the interviewed households were concentrated in urban areas, 26.1% of which were headed by women and 60.2% by people over the age of 40. Among the residents, children were part of 40.2% of households, and almost one in four had older adults. In 2008-2009, there was an increase in the households headed by women (30.5%) and by people over the age of 40 (64.1%), and households with older adult residents (27.1%). There was little variation in households with children (40.7%) and households located in urban areas of the country (76.7%) (data not shown).

In the two biennia, there was a higher proportion of poor households in rural areas, in the North and Northeast regions of the country, those with a worse IEN (first quintile), with children among the residents, among those whose household heads had little education, and among those who did not have a health plan. Comparing the years 2002-2003 and 2008-2009, there is a significant reduction in households living below the poverty line, according to the different cutoff points adopted ([Table 1](#t01){ref-type="table"}).

Table 1Description of the sample and proportion of households considered below the poverty line, according to two cutoff points. Brazil, 2002-2003 and 2008-2009.Variable    Proportion of households living below the poverty line -- % and 95%CI 2002-20032008-2009Cutoff points proposed by the Bolsa Família Program -- monthly valuesCutoff points proposed by the World Bank adjusted for PPP -- daily values    n%n%R\$100.00 2002-200395%CIR\$140.00 2008-200995%CIUS\$2.34 2003-200295%CIUS\$3.54 2008-200995%CIRegion Urban37,83084.742,94884.410.49.9;10.85.45.1;5.633.732.9;34.416.215.7;16.6 Rural10,64015.313,02215.630.429.3;31.418.918.0;19.964.463.3;65.639.838.6;40.9Macro region North6,8686.57,6116.824.022.6;25.313.512.5;14.457.355.8;58.932.431.0;33.7 Northeast18,62425.219,23226.129.228.4;30.017.016.3;17.662.361.4;63.238.237.3;39.1 Southeast8,64345.114,07844.16.15.4;6.82.92.5;3.325.924.6;27.210.69.9;11.3 South6,10216.06,71615.46.05.3;6.73.12.6;3.527.025.8;28.211.110.2;11.9 Midwest8,2337.28,3337.610.810.0;11.65.24.6;5.841.039.8;42.316.815.8;17.8Sex (head of household) Male35,84173.738,88269.114.013.5;14.57.57.2;7.839.138.2;39.920.019.5;20.6 Female12,62926.317,08830.911.410.6;12.27.57.0;8.036.335.0;37.719.418.6;20.3Education (years of study) 0 to 425,76948.525,54552.820.820.1;21.511.711.2;12.252.651.6;53.728.427.6;29.2 5 to 810,03822.63,3247.311.310.3;12.210.49.1;11.739.437.8;41.127.725.6;29.7 9 to 118,30317.98,08218.53.83.2;4.48.47.5;9.219.017.6;20.324.423.0;25.7 \> 124,36011.17,24521.21.10.7;1.51.51.1;1.94.94.0;5.74.13.6;4.7IEN (Quintile) 1 (poorest)19,25532.213,99020.230.729.7;31.720.019.1;20.965.664.4;66.843.642.4;44.8 29,37518.412,04618.812.811.7;13.810.710.0;11.549.147.4;50.831.430.3;32.6 38,68718.811,19519.44.84.1;5.54.53.9;5.031.630.0;33.317.216.2;18.3 46.36417.39,62120.91.00.6;1.41.10.8;1.411.19.8;12.35.65.0;6.2 5 (richest)4.39813.37,85920.70.40.08;0.60.20.07;0.42.41.5;3.21.00.8;1.3Has a health plan         Yes8,67524.29,88225.00.90.7;1.10.60.4;0.88.57.6;9.42.82.3;3.2 No39,79575.846,08875.017.416.9;18.09.89.4;10.247.947.0;48.725.525.0;26.1Presence of children residing in the household Yes20,55342.422,78138.124.223.3;25.114.914.3;15.657.356.1;58.635.634.7;36.52No27,91757.633,78161.96.35.9;6.72.92.7;3.125.925.1;26.710.29.7;10.6Presence of older adults residing in the household Yes11,61324.015,17327.77.36.7;7.99.39.0;9.730.529.2;31.810.59.9;11.1 No36,85776.040,79772.315.414.9;15.92.72.3;3.040.940.0;41.823.422.9;24.0 Brazil48,470100.055,970100.013.413.0;13.87.57.2;7.838.437.6;39.119.919.4;20.3[^2]

In analyzing the effect of health payments on impoverishment in Brazil ([Table 2](#t02){ref-type="table"}), in 2002-2003, there was an increase of 11.9% using the *Bolsa Família* cutoff point and an increase of 6.8% using the World Bank cutoff in the total number of households whose *per capita* income was below the poverty line after incurring health expenditures. Using the *Bolsa Família* cutoff point, the greatest increase was observed in the Midwest region (27.8%), and the smallest was observed in the Northeast (6.5%). Despite the overall decrease in households below the poverty line in 2008-2009, there was a significant increase in impoverished households after incurring heath expenditures, reaching 17.3% using the cutoff point proposed by the *Bolsa Família* and 11.6% using the cutoff point defined by the World Bank. The North, Northeast and Midwest regions showed the greatest increase, i.e., an increase between two and three percentage points between 2002-2003 and 2008-2009.

Table 2Proportion of households below the poverty line before and after considering health expenditures according to macro region. Brazil, POF 2002-2003 and 2008-2009.VariableHouseholds below the poverty line (Bolsa Família Program)^a^Households below the poverty line (World Bank)^b^ adjusted for PPP  % poverty before health expenditures% poverty after health expendituresVariation in percentage pointsProportional variation (%)% poverty before health expenditures% poverty after health expendituresVariation in percentage pointsProportional variation (%)2002-2003         North24.025.91.9+7.957.359.21.9+3.3 Northeast29.231.11.9+6.562.364.52.2+3.5 Southeast6.17.21.1+18.025.928.62.7+10.4 South6.07.51.5+25.027.030.03.0+11.1 Midwest10.813.83.0+27.841.044.33.3+8.0 Brazil13.415.01.6+11.938.441.02.6+6.82008-2009         North13.514.91.4+10.432.434.62.2+6.8 Northeast17.018.91.9+11.238.241.12.9+7.6 Southeast2.94.01.1+37.910.612.82.2+20.8 South3.14.21.1+35.511.113.01.9+17.1 Midwest5.26.81.6+30.816.818.92.1+12.5 Brazil7.58.81.3+17.319.922.22.3+11.6[^3][^4][^5]

When the effect of different health expenditures on the impoverishment of households was analyzed, prescription drug expenditures were responsible for 60.9% of the increase in below poverty line households in 2002-2003. Health plan expenditures corresponded to 11.1%, and the rest of the items together corresponded to 28.0%. For the 2008-2009 biennium, prescription drugs represented 65.7%, health plans represented 2.6%, and the total of the other items represented 31.7% of the increase ([Figure](#f01){ref-type="fig"}).

FigureEach health expenditure item's contribution to impoverishment. Brazil, 2002-2003 and 2008-2009.

Having analyzed the factors associated with impoverishment after considering health expenditures using the World Bank cutoff point, bivariate analyses indicated that the chance of impoverishment was greater in households in rural areas of the Northeast region compared with the North region; in households where the head of household was a woman, was among the less educated, was among the poorest, and who did not have a health plan; and in households where there was at least one child and no older adult residents ([Table 3](#t03){ref-type="table"}).

Table 3Factors associated with impoverishment due to health expenditures, considering the World Bank poverty line adjusted for PPP as the cutoff point (US\$3.54 per day). Brazil, 2008-2009.VariávelOR~brute~95%CIp^a^OR~adjusted~95%CIp^a^Region Urban1 0.012^b^ ^b^ Rural1.251.05;1.48    Macro region North1 \< 0.001^b^ ^b^ Northeast1.331.06;1.67     Southeast0.990.77;1.28     South0.870.66;1.14     Midwest0.950.72;1.25    Sex (head of household)0.007^b^ ^b^ Male1      Female1.261.06;1.48    Education (years of study)\< 0.001  0.001 0 to 44.062.84;5.81 2.061.39;3.04  5 to 83.992.53;6.31 2.171.34;3.53  9 to 113.122.07;4.71 1.801.15;2.78  \> 121  1  IEN (Quintile)\< 0.001  \< 0.001 1 (poorest)5.433.67;8.02 6.824.24;10.97  25.493.72;8.11 5.593.49;8.96  34.563.04;6.83 3.992.40;6.66  43.021.97;4.64 1.861.08;3.20  5 (richest)1  1  Has a health plan Yes1 \< 0.001    No1.671.32;2.12    Presence of children residing in the household Yes1.461.25;1.72\< 0.0011.271.05;1.550.013 No1  1  Presence of older adults residing in the household Yes0.740.63;0.88\< 0.0010.720.59;0.880.001 No1  1  [^6][^7][^8]

In the adjusted analysis, the chance of a household being pushed below the poverty line was approximately seven times higher among those belonging to the poorest quintile, whose heads of household were less educated; approximately 27.0% higher in households with the presence of children; and 39.0% lower in households with older adult residents. The Hosmer-Lemeshow test (p = 0.569) showed that the model used had a good fit.

Having analyzed the factors associated with impoverishment after considering health expenditures using the *Bolsa Família* cutoff point, bivariate analyses identified results similar to those found when using the World Bank cutoff point ([Table 4](#t04){ref-type="table"}). In the adjusted analysis, the chance of a household being pushed below the poverty line was approximately five times higher in households belonging to the poorest quintile and approximately two times higher in households with children. The model was considered appropriate according to the Hosmer-Lemeshow test (p = 0.156).

Table 4Factors associated with impoverishment due to health expenditures, considering the *Bolsa Família* poverty line as the cutoff point (R\$140.00 monthly *per capita*). Brazil, 2008-2009.VariableOR~brute~95%CIp^a^OR~adjusted~95%CIp^a^Region Urban1 \< 0.001^c^ ^c^ Rural1.641.34;2.00    Macro region North1 0.001^c^ ^c^ Northeast1.301.00;1.70     Southeast0.720.53;0.99     South0.750.54;1.05     Midwest1.050.77;1.44    Sex (head of household)0.669^b^ ^b^ Male1      Female0.960.78;1.17    Education (years of study)\< 0.0011.801.17;2.790.118 0 to 43.652.44;5.46 1.600.93;2.76  5 to 83.161.89;5.27 1.731.06;2.84  9 to 113.392.15;5.36 1   \> 121     IEN (Quintile)\< 0.001  \< 0.001 1 (poorest)7.534.07;12.04 5.132.92;9.00  26.564.09;10.52 4.692.64;8.31  34.672.85;7.65 3.511.94;6.32  41.580.90;2.80 1.210.62;2.36  5 (richest)1  1  Has a health plan0.001^c^ ^c^ Yes1      No1.731.26;2.37    Presence of children residing in the household Yes2.181.80;2.64\< 0.0011.971.60;2.44\< 0.001 No1  1  Presence of older adults residing in the household Yes0.820.65;1.020.081^c^ ^c^ No1     [^9][^10][^11][^12]

DISCUSSION
==========

This study observed a substantial increase in the proportion of households below the poverty line after subtracting health expenditures from their incomes. The main reason for this phenomenon was expenditures on prescription drugs. Households located in urban areas with a poor economic condition and with the presence of children were the most affected.

When considering the cutoff point for the World Bank poverty line,[@r6] adjusted by PPP, this study found that health expenditures increased the proportion of households below the poverty line in Brazil by 2.6% in 2002-2003 and 2.3% in 2008-2009. Direct comparisons of these values with those reported in studies conducted in other countries cannot be made because the methodologies employed to constitute health expenditures, the income earned by households, and the cutoff points to define poverty vary among the studies. Nevertheless, all studies have reported similar results, highlighting the deleterious effect of health expenditures on the economic status of families in different countries. Van Doorslaer et al[@r15] (2006) analyzed household budget and expenditure data from 11 Asian countries and found that after deducting health expenditures, extreme poverty increased 2.7%, and poverty increased 2.0%. There was a large discrepancy in the values for each country; the most significant proportional variation was observed in Bangladesh (3.8% and 3.6% higher, respectively). Garg & Karam[@r5] (2009) identified a 3.3% increase in India's poverty when considering health expenditures, and in Kenya, Chuma & Maina[@r4] (2012) found a 2.7% increase, representing 1.98 million individuals who were pushed below the poverty line due to health expenditures.

The increase in the proportion of households below the poverty line due to health expenditures is directly related to high private expenditures in the sector. In Brazil, the percentage share of health expenditures in relation to total household expenditures was 4.2% in 1974-1975; in 2002-2003, it increased to 6.5%, and in 2008-2009, it increased to 7.2%.[^b^](#fn2){ref-type="fn"} ^,^ [^c^](#fn3){ref-type="fn"} This high volume of private expenditures in the sector may indicate that the Brazilian Unified Health System (SUS) is unable to fully respond to the population's needs,[@r11] leading individuals to resort to the private sector, either through direct disbursement or health plans, to, for example, use health services and/or have access to prescription drugs.[@r11]

Another point to be emphasized is the socioeconomic inequality in dedicating income to health expenditures. In absolute terms, the rich spend more on health; however, the proportion of these expenditures relative to income is substantially higher among the poor.[^a^](#fn1){ref-type="fn"} Considering the heavier weight of health expenditures on the poorest strata of society, the subtraction of these values from the total income should have important effects on poverty. Individuals near the poverty line have a high probability of being driven below the poverty line by the need to shoulder health expenditures.

According to the World Health Organization[@r12] (WHO), impoverishment due to health expenditures occurs in countries of all income levels, but is higher in those with higher private health expenditures. Also, according to WHO,[@r12] private spending in the sector should be less than 20.0% to minimize the impoverishment resulting from health expenditures. Even though Brazil has a public, universal, and equitable health care system among its principles, it paradoxically has low public investment in the sector (approximately 43.6% in 2009). In addition, the SUS faces problems with guaranteeing access to specialized services as well as a shortage of doctors in public facilities in poor regions and even in the country's largest cities. This situation is exacerbated by social problems, such as poverty, inequality, and low levels of education and sanitation.[@r1] [@r1] Thus, financing and efficient management are required to strengthen the SUS, as well as an expansion of social policies of income transfer, like the *Bolsa Família* Program, which fight poverty and encourage improvements in education and health, promoting the development of human capital.

Studies have shown that the private sector, in different contexts, does not protect people from impoverishment and catastrophic health expenditures.[@r18] One illustration of this fact is the personal bankruptcies caused by health expenditures in the United States;[@r7] data from 2008 indicate that health expenditures contributed to 62.0% of these failures. Although many individuals have health insurance, it not enough to protect them from the high costs of direct payments and copayments.[@r7] In the Brazilian context, Barros et al[@r2] (2011) also found that health insurance does not protect the population from catastrophic expenses.

Data from this study indicated that among the health expenditures, prescription drug costs were primarily responsible for the increase in poverty. This result reflects the high proportion of prescription drugs in total health expenditures, especially in the poorest households. According to the IBGE,[^c^](#fn3){ref-type="fn"} prescription drugs accounted for 48.6% of the total health expenditures in the Brazilian population in 2008-2009, a value that reached 76.4% in the poorest decile.[^c^](#fn3){ref-type="fn"}

In fact, access to prescription drugs is still a problem that needs to be resolved in the health sector, in spite of public policy advances in the area. For example, between 2002 and 2007, there was a 222.0% increase in the Ministry of Health's total expenditure on prescription drugs.[@r14] However, an analysis performed on data from the 2008 National Household Sample Survey found that only 45.3% of SUS users who received prescriptions obtained all the prescription drugs free in the health service.[@r3] Among those who did not receive them through the SUS, 78.1% had to acquire them through the private sector.[@r3] The North, Northeast, and Midwest regions have the lowest access to prescription drugs when compared with the others;[@r3] these are the same regions that, in this study, were identified with greater impoverishment when health expenditures were considered.

With the aim of expanding access to essential continuous prescription drugs and reducing private expenditures, the federal government created the Popular Pharmacy Program in 2004. Through this program, the population can buy certain prescription drugs through co-participation, where the government bears 90.0% of the cost, and the citizen bears the rest. However, co-participation and payment experiences are highly inequitable because the payment participation value is fixed for all users, i.e., it more strongly penalizes the poorest. Furthermore, an analysis of the origin of the population served by the Popular Pharmacy Program identified a significant proportion of users originating from the SUS (46.0%).[@r13]

These data may reflect problems in the provision of prescription drugs in the public sector, which causes millions of people to resort to the private sector or to payment participation to gain access to prescription drugs. Santos-Pinto et al[@r13] (2011) pose the following factors as hypotheses for major access to the Popular Pharmacy Program by users originating from the SUS: a shorter distance than the local health unit; a shorter wait time for the prescription drug or for being attended at the time of dispensing the consumable; and a greater availability of prescription drugs in the Popular Pharmacy Program.[@r13]

In 2011, the government launched the "Health is priceless" campaign, which began to make prescription drugs for hypertension, diabetes, and asthma available for free in the Popular Pharmacy Program. Additional research is needed to assess the impact of this program on private spending and the impoverishment of households.

This study showed that a poor financial condition, poor education, and the presence of children in the household were the factors associated with impoverishment. Corroborating these findings, research suggests that families with children and poor, sick, or disabled members are more susceptible to expenditures, generating catastrophic consequences.[^h^](#fn8){ref-type="fn"}

With regard to the study's limitations, the data are from a cross-sectional household survey. For this type of study, longitudinal approaches are more appropriate for capturing expenditures and their impact on the impoverishment of families with higher reliability.[@r5] Another important limitation is related to the method for calculating the poverty line, for which the cutoff points are defined using a degree of arbitrariness. However, the POF has national coverage, collecting extremely detailed data with recognized quality.[^b^](#fn2){ref-type="fn"} ^,^ [^c^](#fn3){ref-type="fn"}

The results reinforce the importance of using national data produced in the POF to monitor aspects related to health and health expenditures for the development and evaluation of health policies aimed at ensuring the population's protection from impoverishment.
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